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Validity of Risks of Complication Following Thyroidectomy
To the Editor: -The recent publication of the paper entitled "Risks of Complication Following Thyroidectomy," by Burge et al., 1 raises interesting and perhaps distressing issues related to the media environment surrounding current clinical research and the quality of this research. This paper's conclusion is that "patients undergoing thyroidectomy by an otolaryngologist may be at a higher risk of permanent postoperative hypoparathyroidism than patients who undergo thyroidectomy by a general surgeon."
Several years ago Dr. Burge studied the outcomes of thyroidectomies done by general surgeons and otolaryngologists operating at three hospitals in Albuquerque, New Mexico. The results were published in an abstract entitled "Choice of Surgical Specialty Determines the Risk of Persistent Post-Thyroidectomy Hypoparathyroidism," coauthored with Michael W. Johnsen, PhD, and presented at the February 1996 Western Regional Meeting of the American Federation for Clinical Research. 2 Unfortunately, Physician's Weekly picked up the publication of this abstract and stated in a front page article that "thyroidectomies done by Albuquerque otolaryngologists were more likely to result in postop hypoparathyroidism than those done by general surgeons." This statement is incorrect and was occasioned by errors in the design of the study, in data analysis, and in the wording of the abstract. Complaints were therefore lodged with Dr. Burge about the nature of this work and the study was revised and somewhat enlarged. However, significant errors in study design and in the interpretation of data persist in the article published by the Journal of General Internal Medicine . In Table 2 , for example, the relative numbers of partial thyroidectomies done by otolaryngologists and general surgeons are not stated, even though this is relevant to the development of postoperative hypoparathyroidism. Furthermore, 90% of the patients treated by otolaryngologists had thyroid cancer compared with 68% of the patients treated by general surgeons and complications are more likely to develop in patients with advanced cancer. Most important, as reviews of this article published previously have noted, 3, 4 no data are presented on the relative experience of the two groups of surgeons studied with respect to thyroidectomy procedures. Therefore, the design of the study by Burge et al. is seriously flawed because the type of surgery done and the types of patients treated by the otolaryngologists and general surgeons involved in the study differ and there is no allowance made for the relative experience of the surgeon.
It is obvious that an enormous undertaking would be required to demonstrate that the rate of persistent hypoparathyroidism after thyroidectomy for the entire population of otolaryngologists is greater than the rate for the entire population of general surgeons. Large and diverse study populations would be necessary for this research. In fact, Dr. Burge pursued a more simplified line of investigation, which entailed a retrospective comparison of the outcomes of thyroidectomies done by general surgeons and otolaryngologists who were direct competitors in a restricted geographic area. During the course of this study, Dr. Burge abandoned the scientific objectivity that is essential to good research. The title of the original abstract related to this work testifies to this lack of objectivity since the data in the abstract could not possibly support such a conclusion. In the present article the scope of the study has been expanded and the conclusions are less definitive and far-reaching, but the lack of objectivity persists. For example, Figure 3 , entitled "Postulated chain of events leading to persistent postoperative hypoparathyroidism," implies that referral to an otolaryngologist is part of the causative chain of events leading to persistent postoperative hypoparathyroidism. Therefore, while the work is set in a seemingly more reasonable light, the design of the study by Burge et al. remains questionable and the principal conclusion is not justified by the limited data on two restricted populations of surgeons.
Differences of opinion and scientific controversy play an important role in our quest to improve the understanding of disease states and the management of affected patients. However, there is a point when controversial opinions based on poor science cross the line of propriety and become irresponsible. The methodology of this paper by Burge et al. is so seriously flawed that the conclusion it states is not merely controversial but rather plainly irresponsible. It would appear, therefore, that the paper by Burge et al., far from advancing knowledge, has in fact needlessly maligned an entire surgical speciality. This most unfortunate outcome might have been prevented by truly rigorous scientific review. 
